The term preschool vision screening is vague. It can be used to cover a great variety of activities from inspection of the visible structures of the eye and the alignment of the two visual axes to sophisticated tests of visual acuity and ocular muscle balance. It also covers systematic attempts to screen entire populations at specific ages with standardised instruments, and the application of one or more clinical tests of visual ability to children who present for developmental surveillance. The term is most commonly applied to tests designed to identify ocular muscle imbalance (manifest or latent squint), the commonest of which is the cover test, or tests designed to identify reduced visual acuity. The latter can be caused by many different opthalmological conditions, but in the preschool period it is most commonly due to amblyopia or refractive error.
The use of the term 'preschool vision screening' is also complicated by the fact that not all education authorities have the same policies on age at school entry. Children may start school at any age from 4 to 51/2 years. Some parts of the country are well supplied with nursery school places and in these a high proportion of children may be in nursery school from the age of 3 years. Some districts regard the latter as preschool children, others as schoolchildren.
Attempts 
Results
Altogether 155 (94%) districts screened for both reduced visual acuity and for squint; a further five (3%) screened for reduced visual acuity alone, and a further three (2%) for squint alone. Two health districts reported that they carried out no preschool vision screening. These districts were clear that they made no attempt to screen their entire population either for squint or for reduced visual acuity. In both these districts, however, children at high risk of visual problems and those whose parents were anxious about their visual ability or suspected a squint had their vision tested in child health clinics and both districts carried out screening among the 'at risk' 3 to 5 year olds in nursery school classes and day nurseries. Table 1 shows the tests used in 160 districts 5 7 (4-7) 6 1 (0-7)
Age not specified in 16 districts. districts tested all children using more sophisticated orthoptic tests, the commonest of which was the 20D base out prism.
Some of the districts screening with the cover test used this on a number of occasions (table 4). Among districts in which the cover test was used only once the age at testing varied from 6 to 48 months.
Districts were asked for two simple measurements of their screening programmes; first, the proportion of children in their district screened for squint between 7 to 9 months in the previous year, and second the referral rate from this screening programme. Only 40 (25%) districts screening for squint could provide a figure for the proportion of children screened in the previous year; reported rates Although discontinuing established practice takes time, one would hope that all the many districts currently using these tests have made plans to discontinue them in the near future.
Available evidence on the efficiency of tests used to screen for reduced visual acuity in the immediate preschool period (3-5 years) is only slightly more encouraging than that for the Stycar tests in infancy.5 7 8 All available tests give a positive result for an appreciable proportion of children with no abnormality, and miss an appreciable proportion of children with a problem. In well trained hands, however, it would appear that the tests can be used to achieve a reasonable level of efficiency.9 These programmes can also be criticised on the grounds that treatment for the conditions that are identified (amblyopia and refractive error) may not be very effective. Most trials of treatment for amblyopia including occlusion therapy and stimulation with gratings have been poorly controlled, and even these have shown only a modest improvement in vision.It) Although it is certain that some children treated in some centres do show an important visual improvement it would appear that most children detected in screening programmes benefit only modestly from treatment."t The treatment of refractive errors not associated with squint or amblyopia in the preschool period is based entirely on clinical evidence, because no studies have been conducted that show that this condition causes appreciable disability, nor that treatment can reduce it.12 The combination of imperfect screening tests and relatively poor outcomes of treatment make it difficult to justify visual acuity screening at 3-5 years.
As for amblyopia screening, programmes for the identification of squint can be criticised both on the grounds of low efficacy of screening tests, false positive referrals from the cover test are very common, and on the grounds of low efficacy of treatment. Surgical treatment for this condition is reasonably effective for cosmetically disturbing squint, but this, by definition, does not need a screening programme for its identification. The effectiveness of orthoptic treatment for small angle and latent squints is much less certain, and has not been assessed in the context of the sound knowledge of the natural history of these conditions. For both visual acuity screening at 3-5 years and squint screening at all ages, the definitive studies that might determine exactly how much good they could do to how many children have not been done. Until they are individual districts will have to decide whether they wish to continue running these screening programmes or whether their resources would be better deployed elsewhere.
Reading the scientific literature on preschool vision screening can only leave the reviewer with a feeling that discontinuing all these programmes would do children no harm; this evidence, however, needs to be balanced against the strongly held clinical view that this screening makes an important contribution to child health. In the midst of this dilemma, the two districts who do not screen would appear to offer an excellent opportunity to study 'a natural experiment.' If preschool vision screening programmes do make an important contribution to child health, then the visual health of children in these two districts should be demonstrably worse than that of children elsewhere. 
